Methods: Using data from a national emergency physician group (61 emergency departments [EDs] in 11 states, 2010-2015), we assessed whether emergency physician practice patterns changed after being named in a malpractice claim compared to un-named physicians (controls) practicing simultaneously in the same ED. Outcomes includedadmission rate (%), relative value units (RVUs)/ hour, RVUs/visit, discharge ED visit length (hours), and assessed patient experience (monthly physician Press-Ganey percentile rank). Utilizing a differencein-differences (DiD) design, we compared outcomes between named and control physicians before and after the claim filing date. We conducted secondary analyses for 1) body system or clinical condition visits similar to that of the claim and 2) nature of the allegation (failure to diagnose and non-failure to diagnose).
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Comparison of Admission Rates Among Patients Treated by Male and Female Emergency Physicians
Valiuddin H, Boettiger M, Ring H/Saint Mary Mercy Hospital, Livonia, MI Study Objectives: The volume of emergency department (ED) visits has been steadily increasing over the past decade. Also, in parallel, the number of board certified emergency medicine (EM) physicians has been growing. One of the most important decisions made in a patient's course in the ED is the development of a disposition plan by the physician provider. Many factors influence the development of an appropriate plan of care, such as, patient medical and social needs. Literature from other specialties such as internal medicine and general surgery have shows us that practice patterns and outcomes differ at times by nonpatient factors, more specifically, by physician sex bias. Studies in EM have shown non-patient variables that potentially have an influence such as ED crowding and years of physician experience. No paper to date has looked at sex of EM providers in the United States as a function of adult admission rates. The current study seeks to investigate admission rates of adult patients who are treated by male versus female emergency physicians, in order to identify whether or not a practice pattern bias exists.
Methods: This was a multi-center retrospective cross-sectional study of one health care system in the Midwest. All patient encounters by EM-trained physicians in the emergency department of 4 hospitals over the academic year, July 1, 2016 to June 30, 2017 were analyzed. The primary outcome was admission rate of each physician with admission rate defined as the percentage of encounters that resulted in admission to the hospital as a portion of all encounters. Admission defined by patients who were admitted to observation, inpatient or emergent surgery from the ED. Any physician with less than 100 patient encounters was excluded. Secondary analysis assessed physician metrics and benchmarks with potential confounding effects: patient acuity, average length of stay, return visits, patient age and years of practice by physician, using independent samples t-tests.
Results Conclusions: In this analytic retrospective observational study, we found that the difference of admission rates of male and female EM providers was not statistically significant. We did find significance between the average length of stay, patient acuity seen and years of practice. The etiology of these significances can be postulated to be interrelated. Further studies are needed with a greater sample size of physicians to potentially find sex bias practice patterns and differences. Methods: This is a qualitative study utilizing in-depth, semi-structured telephone interviews with 24 key individuals involved in the successful implementation of FCP. We used the Consolidated Framework for Implementation Research to develop an interview guide, create a template to code the interview transcripts, and analyze the data.
Results: Participants described FCP as a highly adaptive intervention: FCP has evolved from an idea of transferring boarded patients from ED hallways to inpatients hallways to a practical hospital-wide intervention with several components and multiple levels. FCP was built on the assumptions that realtime monitoring of patient flow, even distribution of patients throughout the entire hospital system and the psychological effect of facing the problem can alleviate the problem of ED crowding. Participants said that FCP has benefited their hospital in numerous ways such as it has allowed hospitals to increase patient volume without increasing length of stay and to reduce boarding time. Additionally, FCP has allowed hospitals to increase the number of nursing hours per patient and to place patients in a quiet area with appropriate nursing and physician expertise. FCP implementation was easier and less costly than other ED crowding interventions because it does not require as many resources and training for implementation. Participants mentioned some of the FCP implementation barriers. The most common barrier to implement FCP was resistance from inpatient nursing, as they were reluctant to have patients boarded in hallways. The second most common barrier was obtaining consensus about the criteria for activation of each level and actions in each level of FCP. Lack of knowledge about FCP was another key barrier. Through the recruitment part of our study we observed that even some of ED chairs and program directors did not know if their hospital implemented FCP or not. Lack of leadership support and commitment and changing the hospital culture were other barriers participants mentioned. Respondents expressed that in order to overcome these institutional barriers hospitals need to acknowledge that crowding is a hospital-wide problem that requires a hospital-wide response and a clear commitment by hospital leadership to overcome operations barriers across departments. To implement FCP, participants recommended that key staff members, such as nurse managers, should be trained and actively participate in FCP implementation because without nurse managers' support, implementing FCP is doomed to fail. Respondents also mentioned changes that need to be made to the hospital's electronic health record (EHR) system. EHRs should be modified to include specific slots for patients in hallways. Additionally, hospitals should add a banner on their EHR, which shows EHR users the capacity level in real time.
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